Until 10 years ago good vision after the extraction of a cataract was achieved by using either spectacles or contact lenses. The results in terms of visual acuity were excellent, but many patients were unhappy with having to wear spectacles and the magnification or distortion that these produced. Contact lenses provided a wide visual field and were effective even in patients in whom only one lens had been removed. Nevertheless, patients sometimes became intolerant of contact lenses, and many elderly patients found it difficult to cope with the necessary hygiene regimens. Permanent wear soft lenses were easier to tolerate, but there was an appreciable incidence of corneal infection.
Since then the techniques of cataract surgery have been modified considerably. Surgeons now prefer to use the extracapsular method, which leaves behind the posterior lens capsule to form a support for an implant in the posterior chamber. Intracapsular surgery is still carried out widely, however, often combined with the insertion of a lens in the anterior chamber whose supporting feet lie in the drainage angle between the iris and cornea. In good hands both these methods provide excellent visual results with few of the problems of other forms of aphakic correction. Not surprisingly, patients who have had their cataracts removed some years ago may inquire whether they too might have an implant as a secondary procedure.
In general, patients who are considered for secondary implants have had an intracapsular extraction. This may have been a conventional procedure or may have been necessary because of injury causing dislocation of the lens, preventing the use of the extracapsular technique. The argument against secondary intraocular lens surgery is the risk of harming a healthy aphakic eye. Nevertheless, if the visual acuity is excellent but the patient is having problems with binocular vision, distortion of the visual fields, or tolerance of contact lenses then a secondary implant is advisable. Some early objections were owing to the poor quality control of intraocular lenses for the anterior chamber. Complications from uveitis together with glaucoma and hyphaema were common after secondary implantation. Recent series, however, have shown that the incidence of complications is now low, particularly since the introduction ofviscoelastic materials for anterior segment surgery.
To ensure success preoperative assessment is all important; in particular, the evaluation of any mishaps that may have occurred during the original cataract extraction is essential. Most important is the assessment of the corneal endothelium with a slit lamp and, if need be, with a specular microscope. Endothelial counts of fewer than 1000 cells/mm2 are a contraindication,2 for there may be a continuing loss of endothelial cells after operation due to the mobility of the implant and an accompanying uveitis (D J Spalton and J McGill, personal communication). This is especially important when the surgeon is considering secondary implantation in patients aged under 50.
The objections to secondary implantation vary from centre to centre, but great care must always be taken with any patient who has diabetes, glaucoma, or uveitis or who is under 50. If the original cataract was due to trauma then very careful assessment must be carried out before the implantation of a secondary lens. Above all it is most important to discuss the possible complications with the patients and, as they are often elderly, with their relatives. Any intraocular procedure may be bedevilled by postoperative cystoid oedema of the macula, which leaves the patient with poor central vision that does not always respond to treatment. This may happen in a perfectly healthy eye but is more likely if there were complications at the original operation or if the patient has had inflammatory eye disease in the past or is diabetic.
Despite all the possible hazards, however, secondary intraocular lens implantation is now well established. It has proved so dependable that it is an acceptable alternative for patients who are unhappy with aphakic spectacles or contact lenses.3 
Standards of wheelchairs
Awful: can only get better
Of the half a million wheelchairs in Britain only about 1500 are electrically powered, the rest being manually propelled by the occupant or an attendant.' Although many users seem satisfied with their wheelchairs, others suffer inconvenience and discomfort because of inadequate standards of design, engineering, construction, and maintenance. Powered wheelchairs provided by the Department of Health have been criticised for their size, weight, jerky power drive, and lack of manoeuvrability.' A survey of electric wheelchairs in The Netherlands found dangerous faults in the controls, design shortcomings, and poor reliability, which would not be tolerated in other consumer goods.2 New battery driven models are portable, light, and durable, and their proportional control boxes provide smooth acceleration and slowing.3 The development of longer life batteries, which require less maintenance would be a considerable advance.
What are the problems with manual wheelchairs and how can they be overcome? Less than a quarter of hospital wheelchairs are safe and in good working order,4 and more than one in 10 of the wheelchairs used at home need repair.' Defects in seats, tyres, and brakes are particularly common.
The Many other features also leave much to be desired. Some wheelchairs are too wide to be manoeuvred indoors and get stuck in doorways. 5 The weight of a manual wheelchair and its occupant causes difficulties in steering and propelling outside, with kerbs presenting particular difficulties.6 1011 Arm rests are often the wrong height, and some are not detachable, making it impossible for the patient to slide into the chair.'2 Their foam coverings are insufficient: when worn, sharp edges are uncovered, which may lacerate the forearms. One third of footplates are defective or missing from hospital wheelchairs and the feet are then unsupported and unprotected.7 Loose footplates injure shins. Heel straps, to prevent the feet sliding backwards off the footplate, often do not work or are uncomfortable, chaffing heels and the Achilles tendons.'3 When the canvas straps are worn away the upright metal foot rest spikes become exposed, which may cause penetrating foot injuries and lacerations.47 Hospital wheelchairs are not only uncomfortable and unsafe: they are also unhygienic, being contaminated by blood, urine, and faeces. 7 Applying the technology we already have would do much to improve matters. Every wheelchair user should be provided with a cushion-a wide range is now available.'4 Pneumatic inner tubes might be replaced by new synthetic solid tyre inserts, which do not deflate or puncture, and this should improve patient safety and comfort.'5 Light, robust metals developed in aeronautical research, which have already improved the quality of wheelchairs for sports enthusiasts, should be available to the wider population using wheelchairs. 16 Further research is needed to improve the brakes of wheelchairs. Better designed arm rests, foot rest plates, and heel straps are urgently needed. Hospitals should consider appointing a wheelchair team (composed of an occupational therapist, an engineer, and a doctor interested in rehabilitation) or setting up wheelchair clinics to ensure that the staff are taught more about the problems of wheelchairs and their users and that wheelchairs are regularly inspected, maintained, and cleaned.
Finally, we must not forget that the disabled and the elderly are consumers. Manufacturers should consider their views on wheelchairs more carefully. ' Neurasthenia or "exhaustion of the nervous system" was a diagnosis popularised by the American psychiatrist George Beard in 1869. He described "general malaise, debility of all the functions, poor appetite, abiding weakness in the back and spine, fugitive neuralgic pains, hysteria, insomnia, hypochondriases, disinclination for consecutive mental labor, severe and weakening attacks of sick headache, and other analogous symptoms...."' Silas Weir Mitchell, the American neurologist, developed the rest cure, which consisted of a health diet, absolute rest, isolation from the family, and daily massage.' Such was the appeal of a non-pejorative diagnosis and an agreeable treatment that an epidemic of neurasthenia spread through the United States and on to Europe. The diagnosis became so popular, however, and included so many symptoms that it fell into disuse. 3 The provisional draft of the 10th International Classification of Diseases has retained the concept of neurasthenia with a narrower definition than that of Beard.4 It describes fatigue, weakness, and exhaustion after minimal effort, with accompanying symptoms of reduced interest, irritability, insomnia and hypersomnia, poor concentration, and various physical symptoms. Appreciable depression and anxiety are absent.
Studies of psychiatric outpatients using cluster and factor analyses have shown a factor with fatigue, which was separate from depression and anxiety.5 The latent trait analysis of patients in general practice by Goldberg and colleagues showed that the main dimensions of illness were anxiety and depression.7 They also found, however, a small dimension that included tiredness and lack of energy. These were cross sectional studies so we do not know whether patients with fatigue stay fatigued or whether their fatigue is an early symptom of other disorders, such as depressive illness. 8 There has been much recent speculation about the existence of a chronic fatigue syndrome, which might follow various infections.9'" The cardinal symptom is fatigue, which with the associated symptoms of poor concentration and memory, irritability, and changes in sleep, is reminiscent of neurasthenia narrowly defined. Certainly, reports of prolonged neurasthenia-like syndromes have been described after infections such as hepatitis,'2 brucellosis,'3 encephalitis,'4 and infectious mononucleosis.'5 Preliminary results from a six month prospective study suggest that a fatigue syndrome does indeed exist after infectious mononucleosis (P White and A Clare, annual conference of the Royal Australia and New Zealand College of Psychiatrists, Sydney, 1988).
BMJ VOLUME 298
